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When I came to prepare this paper I realized 
that while my own knowledge of electromyo-
graphy and other specialized physiothera-
peutic procedures is extremely limited, the 
physiotherapist is probably not concerned 
with the niceties of clinical diagnosis. Never-
theless, both physician and physiotherapist 
require a knowledge of prognosis and the 
value of treatment. I have decided, therefore, 
to discuss a few of the modern concepts con-
cerning these interesting but uncommon 
maladies. 
MYOPATHIES 
In the past myopathy and muscular dys-
trophy were used synonymously, but the 
present trend is to reserve the term "myo-
pathy" for disease of muscles secondary to 
some clearly defined cause. 
Thyreotoxic Myopathy 
Many who are aware of the muscular weak-
ness that occurs in the thyreotoxic patient 
may be less aware of the specific types of 
myopathy in this condition, although the 
exophthalmic ophthalmoplegia, which is an 
example of this, is familiar to most. Acute 
and chronic thyreotoxic myopathy are fur-
ther examples. In the former, as well as in-
volvement of the external ocular muscles, 
there is involvement of the muscles of the 
limbs and those supplied by nerves from the 
medulla oblongata. In the latter there is sym-
metrical weakness and wasting of the trunk 
and limb girdles, sometimes with fasciculation. 
Thyreotoxic periodic paralysis, indistinguish-
able from family periodic paralysis also occurs 
occasionally. 
Carcinomatous Myopathy 
Myopathy as a rare accompaniment of 
malignant disease, especially carcinoma of 
the bronchus, has only recently been recog-
nized. The atrophic paresis is most marked 
in the limb girdles and proximal parts of the 
limbs. Sometimes ptosis, diplopia and even 
bulbar paralysis occur. It may resemble myas-
thenia gravis and even show some response to 
"Prostigmine", 
Polymyositis 
There has been a renewed interest in the 
flaccid paralysis, associated with weakness and 
wasting in muscles, showing diffuse inflam-
matory changes. The reason for this renewed 
interest is the association of skin changes 
(dermatomyositis) and other manifestations of 
collagen diseases; moreover, the paralysis re-
sembles primary muscular dystrophy and has 
certainly been confused with it in the past 
and with the so-called "menopausal muscular 
dystrophy" which is now regarded as an 
example of adult polymyositis. Most of the 
reports of recovery from primary muscular 
dystrophy and of the improvement following 
various forms of treatment has, in fact, been 
due to this confusion. Some cases of poly-
myositis recover spontaneously and some 
respond to corticoids. 
In the presence of polymyositis, the muscles 
have a curious "sand-bag" like quality on 
palpation, and, despite the wasting and weak-
ness, the deep tendon reflexes are often quite 
brisk. 
Mysathenia Gravis, associated with an ab-
normality of the thymus and responding to 
"Prostigmine", and Family Periodic Paraly-
sis, related to the level of potassium in the 
serum, are both rare and require no further 
description in a discussion of this nature. 
MUSCULAR DYSTROPHY 
Muscular Dystrophies have certain general 
characteristics: for example, there is a pro-
gressive degeneration of certain muscle groups, 
the diseases are frequently familial or heredi-
tary, and hypertrophy, pseudo-hypertrophy or 
atrophy may occur. The dystrophic group 
differs from the non-dystrophic, or myopathic, 
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in that the latter show a differing course and 
more favourable outcome, frequent absence 
of genetic factors and association with meta-
bolic, neoplastic and inflammatory disorders. 
In the classification of the dystrophies 
there are two broad divisions, the "pure" 
dystrophies and those showing myotonia as 
a prominent feature in association with dys-
trophy. There is a third small group of un-
common dystrophies which is best classified 
separately. 
Uncommon Dystrophies 
Gowers' Peripheral Muscular Dystrophy be-
gins distally with wasting in the forearms and 
hands and in the legs below the knees. It 
commences in adult or late adult life and may 
be genetically determined and its progression 
is very slow. 
In Ocular Dystrophy the changes commence 
in the external ocular muscles and later may 
involve the other muscles, especially those of 
the face and shoulder girdle. 
Amyotonia Congenita is a form of con-
genital muscular dystrophy in which there is 
symmetrical paralysis of limb and trunk mus-
culature with extreme muscle hypotonia. 
Pure Dystrophies 
The Duchenne type of muscular dystrophy 
is that which was formerly called the pseudo-
hypertrophic muscular dystrophy. This term 
has now been discarded because pseudo-
hypertrophy does not always occur, whereas 
muscular enlargement may occur in other dys-
trophies. Muscle weakness and wasting com-
mences in the pelvic girdle producing the 
typical waddling gait and later spreads to 
involve the upper limbs. Enlargement of the 
calves occurs in most cases. It most commonly 
occurs in boys in their first decade, and 
often results in severe muscular contractures 
and skeletal distortion. Death from inanition 
and respiratory failure usually supervenes 
during the second decade. 
The facio-scapulo-humeral group of dys-
trophies has the following characteristics: 
It may occur in either male or female at 
a variable age of onset from childhood to 
late adult life; there is a slow insidious pro-
gression with periods of long arrest, beginning 
with involvement of the facial and scapulo-
humeral muscles spreading within 20 to 30 
years to the pelvic girdle muscles; it rarely 
shows muscular pseudo-hypertrophy; there is 
an hereditary factor; it is not fatal. 
In the limb girdle dystrophy the clinical 
course and degree of disablement lie between 
the Duchenne and facio-scapulo-humeral 
groups and the absence of facial involvement 
is an essential point in the diagnosis. 
Myotonia Associated with Muscular 
Dystrophy 
It is now believed that dystrophia myo-
tonica and myotonia congenita are part of a 
single disease process which might be termed 
"the myotonic syndrome". 
Dystrophia myotonica is characterized by 
its occurrence in both male and female, its 
onset at any age, from early childhood to late 
adult life, but usually in the third or fourth 
decade, and its familial history. 
The onset is accompanied by myotonia 
which is usually limited to the hand, forearm 
and tongue, and, less commonly, to the legs, 
weakness of facial muscles, masseters, tem-
porals and sometimes extrinsic ocular muscles, 
simultaneous symmetrical weakness and wast-
ing of forearm and leg muscles, which spreads 
later to proximal muscles. Muscular hyper-
trophy is rare. 
Cataract, testicular atrophy, frontal bald-
ness, mental defect or dementia is common 
in patients and in members of the "dystrophic 
generation". The disease progresses steadily, 
with periods of arrest, and leads to severe 
disability, generally within a period of 20 
years. It usually results in death in middle life. 
Myotonia congenita occurs in both male and 
female, the onset is at birth or shortly after-
wards, and it is familial. Generalized myo-
tonia is the sole cause of disability for many 
years, there is development of generalized 
hypertrophy, and in many cases, development 
of dystrophic signs late in life. These signs 
are minimal, and there is a tendency for the 
condition to improve. There is usually a nor-
mal life span. 
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It may be definitely stated that no remedies 
have had any significant effect upon die 
course of muscular dystrophies, although re-
ports have appeared, from time to time, of 
improvement following numerous forms of 
treatment, especially the use of vitamin E in 
various preparations and dosages, A.C.T.H. 
and cortisone have also been used. 
In the absence of curative treatment for true 
muscular dystrophy efforts to lessen the dis-
ability assume major importance. Patients 
should be encouraged to carry out moderate, 
regular exercise, taught in physiotherapy de-
partments and continued at home. They should 
remain at school or at work as long as possible, 
Frequent passive movements should be used 
to prevent contractures, especially around the 
hip and knee joints. Bed rest often causes 
deterioration, therefore inter-current infections 
should be treated promptly and the patient 
got up as soon as possible. Children with 
dystrophy tend to get fat, partly because they 
do not have enough exercise but chiefly 
through over-eating; nursing care and manage-
ment in the home are made much more 
difficult if this occurs. The pleasure of over-
eating must be restrained and clear instruc-
tions given regarding attractive but suitable 
diet. In some cases spinal supports may be 
necessary, or splints may have to be worn at 
night to check deformity. 
It is hoped that this discussion of diseases 
which are seen uncommonly and which for 
the most part are uncontrolled in their re-
lentless progression, will give a better under-
standing of them, when the therapeutic frus-
tration of such cases must be faced. 
